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LOCUS OF CONTROL ORIENTATION OF MALE ALCOHOLICS IN A
CHEMICAL DEPENDENCY TREATMENT PROGRAM
Barbara Nelle Vesely, Ph.D.
Faculty Advisor: Professor Sheila Deitz
ABSTRACT

The present study was designed to investigate the relationship between
locus of control and alcoholism. The questions which this study sought to
address included a comparison of locus of control in inpatient and outpatient
white male treatment groups with a nonalcoholic control group. In addition
changes in locus of control during alcohol treatment were also assessed.
A total of 129 white men were placed into one of three groups. Thirtyone men from the community who scored within the nonalcoholic range on the
Michigan Alcoholism Screening Test (MAST) made up the control group. Two
groups of men in treatment for alcoholism were placed into an inpatient group
(60 individuals) and outpatient group of 38 individuals. All three groups
completed the MAST, Rotter Locus of Control Scale and the Drinking Related
Locus Of Control Scale (DRIE) at the beginning and end of treatment.
Initial data analysis found that the groups differed significantly from each
other on the MAST variable, with the highest scores associated with the
inpatient group. A series of multivariate analysis of variance found significant
differences in pre-post patterns of scores using the combined Rotter and DRIE

X

scales. Further analysis showed a significant main effect for trial (pre-test vs.
post-test) for the three groups. Analysis of the three groups found no significant
differences in pre-Rotter or post-Rotter by group. There was a significant main
effect for ORIE scores for the three groups. There was

a significant interaction

between group and trial comparing pre-ORIE and post-ORIE scores. The ORIE
scores differed as a function of group membership.
An additional analysis was conducted by separation of the inpatient
group into two subgroups, based upon MAST scores, into severe and less
severe groups, there was a significant main effect of trial. However there was
not a significant group by trial interaction indicating that patterns of change do
not differ as a result of severity as defined by MAST.
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CHAPTER ONE
INTRODUCTION AND STATEMENT OF THE PROBLEM

Alcohol abuse is one of the major problems facing society. In the
United States it is estimated that ten million individuals are classified as
alcoholic (O'Brien & Chaffee, 1982). The problem of alcoholism becomes
even more far reaching when one considers that each alcoholic has a
negative impact upon at least three other individuals, typically in the form of
family, friends, and co-workers (Black, 1981 ).
The toll of alcoholism is seen in many areas. Twenty to sixty percent of
adult hospital beds are occupied by alcoholics or patients whose illnesses are
directly related to alcohol use (O'Brien & Chaffee, 1982). An example of the
dire consequences of alcohol abuse is seen in accidental deaths. In
Minnesota alone, 235 people died as a result of alcohol-related car crashes
in 1991 (Minnesota Department of Public Safety, 1991 ).
Multiple factors, for example cultural, fiscal, ethnic, biological and
psychological, appear to impact the development, course, and treatment of
alcoholism. These factors include both biological and psychological variables
that interact with each other to determine the effect of alcohol on the individual.
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These different factors also impact the effectiveness of treatment for the
alcoholic.
Effectiveness of alcoholism treatment is fast becoming a major issue.
Studies which have investigated treatment for alcoholism have begun to
recognize the need for an individualized approach while at the same time
maintaining a high priority for increasingly effective and cost-efficient treatment
(Hester & Miller, 1989). As the individual factors are more clearly delineated
and researched, hopefully the provision of more effective individual treatment
will also increase. Researchers have investigated many psychological factors
in an attempt to begin to understand and more effectively treat alcoholism.
Among the promising psychological factors that have been explored in
alcoholism research is the locus of control variable.

Initially, the locus of

control construct developed out of the work of two graduate students, Phares
(1955) and James (1957). These researchers became interested in the locus
of control concept following a series of studies which focused upon people's
reactions to success or failure.

These studies demonstrated differences in

people's responses to success or failure depending on whether they believed
that the outcome of the task was due to skill or chance or to their own abilities.
The natural outgrowth of this finding was an attempt to develop a scale which
would measure and produce a profile of control expectancies in specific areas,
such as achievement or social recognition, as well as a generalized locus of
control score. Unfortunately, when subjected to the rigors of factor analysis,
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the complex structure of the original James-Phares Locus of Control Scale did
not hold up. Rather, a one factor solution was generated with residual factors
composed of only a few items.
Following the work of Phares and James, Rotter (1966) began to use
social learning theory to develop a unifactor scale which sought to measure a
generalized locus of control orientation. Social learning theory states that
when an individual's behavior is reinforced, the expectancy that the behavior
will result in future reinforcement increases the likelihood that the behavior will
occur again. Thus an individual's locus of control orientation is a result of past
reinforcement history and past expectancies (Lefcourt, 1976). A concise
definition of locus of control is found in the work of Lefcourt (1976) who states
that locus of control is a "generalized expectancy, operating across a large
number of situations, which relates to whether or not the individual possesses
or lacks power over what happens to him" (p. 207). Therefore individuals who
have an internal locus of control orientation believe that reinforcement for their
behavior is contingent upon their actions. On the other hand, individuals who
believe that reinforcement is due to events outside of their control, for example
luck or powerful others, are external in their locus of control orientation. It is
from this general theory that Rotter developed his scale to measure a
generalized internal-external control expectancy.
Rotter believed that individuals who scored at either extreme of the
scale (extreme internal or extreme external) would exhibit psychopathology,
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as either extreme presents an unrealistic expectancy.

For example, the

extreme internally oriented individual would believe that all things are
contingent upon his/her behavior whereas the extreme externally oriented
individual would believe that his/her actions had little or no impact on events
around him/her.
Following this premise, the initial research which investigated locus of
control and alcoholism was based on the view of the alcoholic as a dependent
and passive individual (Salay, 1986). Thus, many early researchers
hypothesized that alcoholics would score as externally oriented (Goss &
Morosko, 1970; Butts & Chatlos, 1973). However, these pioneering studies
found that alcoholics were internally oriented (Goss & Morosko, 1970;
Distefano, Pryer & Garrison, 1972; Costello & Manders; 1974). The studies
which found alcoholics to be internally oriented have been criticized on
0

methodological grounds. Criticisms focus on inadequate comparison groups,
small sample size, and unrepresentative samples (Rohsenow, 1983).
To further add to the problem, mixed results have been found.

Other

investigators have found that alcoholics are external in control orientation
(Stafford, 1980; Mills, 1991 ).

In fact, Donovan and O'Leary (1981) concluded

in an extensive review of the literature, that" alcoholics are more internal than,
no different from, or more external than nonalcoholics" (p. 9). This quote
summarizes the findings of past researchers regarding the alcoholic's control

C
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orientation; however, as noted, methodological concerns most likely play a
major role in the production of these mixed results.
It was to the above mentioned criticisms that the present study was
addressed. In addition, this study sought to provide information about locus of
control during treatment. Thus, the purpose of this study was threefold. First,
this study sought to provide data to clarify the conflicting results obtained by
past researchers. By using an adequate number of subjects and a carefully
screened control group, this study sought to address past methodological
criticisms. Secondly, an additional purpose of this study was to provide
information about possible changes in locus of control during treatment of
alcoholism.

A third focus of this study was to investigate possible

relationships between measures of locus of control and treatment modalities,
for example, inpatient or outpatient treatment.

CHAPTER TWO
LITERATURE REVIEW

There are many different conceptualizations of alcoholism. Over one
hundred years ago, Magnus Huss (1852) coined the term "alcoholism" to
describe the chronic alcoholic. Following his work, numerous simplistic
attempts to determine the cause of alcoholism have been made. These views
on etiology and development of alcoholism have followed many paths. In fact,
Jellinek (1960) cited more than 200 definitions and theories of alcoholism.
Examples of possible causal factors are many: ranging from alcoholism as a
sin, to allergies, brain pathology, genetics, and psychological influences, to
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name a few.
Currently, several authors have pointed out that the past simplistic
attempts to uncover the cause of alcoholism have failed to identify a single
causal agent. Tarter (1988) summed up earlier research by stating that "no
single factor appears to cause the development of a substance abuse
problem. Rather, it is the aggregation of risk factors that best predicts
alcoholism" (p. 189}.
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Jacobson (1989) expanded the above idea by emphasizing the concept
of multiple alcoholisms as a guide for research, diagnosis, and treatment. In
addition, other researchers have also espoused the idea of a variety of
alcoholism syndromes, with important differences among the syndromes in
terms of cause, course, and treatment (Cloninger, 1987; Herrington, Jacobson,
& Benzer, 1987; Pattison, 1980; Zucker, 1987).

Recently, researchers have provided support for the multivariate nature
of alcoholism and the need to differentiate between alcoholic subtypes (Babor,
1981 ).

A review of current literature points out that biological and

psychological studies have been fruitful in further delineation of possible
factors which may play a part in the development, course, and treatment of
alcoholism.

The following literature review will provide a selected

background of the biological and psychological research which has been
conducted within the alcoholism field. Following this general review, the
research on the promising psychological variable, locus of control, will be
reviewed in greater detail.

Biological factors
One major area of research has focused upon the idea that alcoholism
has a biological determinant, specifically that an individual may be
predisposed genetically to alcoholism (Cotton, 1979). Several methods of
investigating this possibility have been used. An overview of these findings
will be presented briefly in the following paragraphs.
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One of the most compelling strategies for investigating a genetic factor
comes from the study of concordance rates between family members. Family
studies, adoption studies, twin studies, and twins-reared-apart studies have
been used to investigate a possible genetic factor in alcoholism. In a review of
the literature, Cotton (1979) noted that more than 140 studies found an
increased rate of alcoholism in families where one or more of the members
have been diagnosed as alcoholic. In general, studies have found that the
children of a male or female alcoholic have two to four times the probability of
developing alcoholism than children of the nonalcoholic parent (Cotton, 1979).
One method of research utilized twin studies to study alcoholism and
possible genetic influence. The majority of twin studies have been carried out
in Scandinavia, where national twin registries are maintained, which allows
access to large numbers of twins. Kaij (1960) was the first to look specifically
at alcohol abuse in twins. He studied 174 male twin pairs in which either or
both had been reported to the local temperance board. Concordance for
drinking pattern was 53.5 percent for monozygotic (MZ) twins and 28.3 percent
for dizygotic (DZ) twins. Hrubec and Omenn (1981) reviewed the medical
records of 15,924 male twins who had been diagnosed as alcoholic. The
concordance rate for alcoholism was 26.3 percent in the MZ twins and 11.9
percent in the DZ twins. Although significant, the results of these studies do
not provide unequivocal proof that alcoholism is solely genetic, as the effect of
being reared in an alcoholic home may also play a part in the development of
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alcoholism.

More recent data provided by Hrubec and Omenn (1985) also

support a genetic factor. They found that identical twins were more concordant
for alcoholism than fraternal twins, although the concordance rates were not
100 percent. It should be noted that if genetics were the sole determinant,
concordance rates should approach 100 percent for the MZ twin pairs.
Additional support for the hypothesis that genetics is not the sole determinant
comes from the work of Murray, Clifford, and Gurtin (1983). They found no
difference between identical and fraternal twins in their sample of English
men.
To further address the role of genetics several researchers have utilized
adoption studies (Goodwin et al., 1973; Roe & Burks, 1975). The most
conclusive work in this area has been conducted by Goodwin and co-workers
(1973, 1974, 1977). Initially, Goodwin et al. (1973) compared 55 male adult
adoptees who had a biological alcoholic parent with 78 male adoptees with
nonalcoholic biological parents. The incidence of alcoholism was nearly four
times greater in the group with an alcoholic parent, as compared to the rate for
the nonalcoholic parent group. A second study conducted by Goodwin et al.
(1977) compared males who had been adopted away from the alcoholic
parent, to their brothers, who had been reared by the alcoholic parent. The
incidence of alcoholism was approximately equal in both groups.
The above studies provide strong evidence of a genetic component to
alcoholism. However, the genetic component is not the complete answer, as
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the rates of alcoholism are not equal between groups of monozygotic twins.
Thus other factors appear to play a part in the development of alcoholism.
Milkman & Shaeffer (1985) state in a review of the literature, that there is not
one study which can attribute the development of alcoholism completely to
genetics. Other researchers have focused upon psychological factors and the
role that they may play in the development and treatment of alcoholism which
will be briefly reviewed in the following section.

Psychological Factors
In the past, alcoholism research has focused on identification of the
"alcoholic personality" (Barnes, 1979; Blashfield, 1981 ). Past studies have
failed to delineate one specific personality type that is shared by alcoholics.
However, the studies have pointed out that there are often common
personality traits which are frequently found within the alcoholic population.
Many authors have provided results which support the hypothesis that
antisocial personality traits are present in alcoholics (Jessor et al., 1968; Tarter
et al., 1987). Jessor et al. (1968) found that in a sample of teenagers, problem
drinkers committed significantly more antisocial acts, both while drinking and
not drinking, as compared to nonproblem drinkers.

More recently, Skinner

(1982) found what was termed a sociopathic variety of alcoholics. These
individuals were impulsive and acted out without regard for societal norms.
A second cluster of traits, depression and anxiety, has been
documented in alcoholics. Butcher and Pancheri (1976) compared groups of
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alcoholic and nonalcoholic men and found that depression, anxiety, and
antisocial characteristics were significantly more likely to be found in
alcoholics than in nonalcoholics.

Other researchers have also provided

support for the idea that alcoholics may use alcohol to alleviate anxiety and
depression. For example, MacAndrew (1986) identified a subtype which he
called secondary alcoholics. He noted that these alcoholics fit the description
of reactive alcoholics, in that they drank in response to depression and
anxiety.

Skinner (1982) also noted a subtype of "neurotic" who drank, not out

of impulsiveness and antisocial tendencies, but rather due to emotional
distress.
Several studies have focused upon the role of a need for power in
alcoholics. McClelland et al. (1972) found that male heavy drinkers have both
a high need for power and low activity inhibition. In this study the need for
power was defined as "anticipation of an increased feeling of power, of being
recognized and of having influence over others" (p. 5).

Activity inhibition was

defined as a "general measure of a tendency of the individual to restrain
himself on a variety of occasions in a variety of situations" (p. 5). Other
researchers have hypothesized that it is not a need for power but rather the
perception of power that an individual possesses that is associated with
drinking (Levy, Reichman, & Herrington, 1979; Deardorff et al., 1975).
Markowitz (1984) found that the drinking behavior of full time employees was
related to both perceived job responsibility and perceived lack of personal

..
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power within the organization. Naditch (1975) found that male army recruits
drank more when placed in an external locus of control situation, in this case a
new environment with a commanding officer.
To summarize, past research has consistently failed to identify a single
conclusive causal factor. Rather, it appears that there are several causal
factors which interact to influence the development and continuation of
alcoholism. Other research (e.g. Hester & Miller, 1989) suggests that effective
treatment is influenced by a variety of factors. One factor which appears to
influence the treatment of alcoholism is locus of control. The following
sections will provide an overview of the research which has looked at the
relationship between locus of control and alcoholism.

Locus of Control and Alcoholism
A number of researchers have explored the concept of locus of control
and its relationship to the development, maintenance and treatment of
alcoholism.

A scale which measures locus of control was designed by Rotter

(1966) and as noted by Cox (1987), is the most frequently used scale which
measures locus of control in alcoholism research (see also Galizio & Maisto,
1985). The concept of locus of control, as developed by Rotter (1966), refers
to the individual's perception of whether contingencies for his/her behavior
include control by himself/herself or control by other people or other factors.
The individual with an external locus of control believes that life events and
their consequences are not contingent upon his/her behavior, but are
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determined by the action of others, chance, or fate. In direct contrast, the
individual who has an internal locus of control believes that consequences for
his/her behavior are determined by himself/herself. In his original work, Rotter
(1966) hypothesized that locus of control was curvilinearly related to
maladjustment; individuals at either extreme of the continuum would exhibit
psychopathology. Individuals at the external control end of the curve would
feel as though they did not control any of the events in their lives. These
individuals would be subject to depression, withdrawal, and apathy. On the
other hand, individuals who believed that they control every facet of their life
would experience paranoia, ideas of reference, and/or delusions of grandeur
(Rotter, 1966).
As stated above, early research pointed out that scores on the Rotter
Internal-External scale were related to a variety of psychopathologies.
Pioneering studies produced results which showed a variety of populations to
be more externally oriented than normal or nonpsychopathological
experimental groups. For example, psychiatric patients, mentally retarded
individuals, and schizophrenics were all shown to be more externally
controlled (Shybut, 1968; Smith, Pryer, & Distefano, 1971) than were
normals. In addition, Lefcourt (1982) demonstrated a relationship between
maladjustment and externality in nonalcoholic controls.
The first study which utilized the Rotter 1-E scale to examine an alcoholic
population was conducted by Goss and Morosko {1970) . They sought to
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expand upon the previous findings which noted that several psychiatric
populations had an external locus of control orientation. These authors
hypothesized that on the average, alcoholics would be more external in
control orientation than the comparison nonalcoholic subjects. Contrary to
their speculation, they found that alcoholics were, in fact, more internal in
orientation when compared to the normative samples.
Subsequent studies supported Goss and Morosko's finding that
alcoholics were internally oriented. For example, Gozall and Sloan (1971)
found that male alcoholics were significantly more internally oriented than
nonalcoholics. A second study conducted by Distefano, Pryer, and Garrison
(1972) compared alcoholics to an emotionally impaired group. This
comparison group comprised 36 schizophrenics, 5 personality disorders, 4
neurotics, 4 organic syndromes and 1 manic depressive, all of whom were
hospitalized. Results showed that alcoholics were internally oriented. On the
other hand, the comparison group was external in terms of locus of control. In
addition, Costello and Manders (1974) obtained similar results which pointed
to an internal orientation in a sample of alcoholics.
The above studies have been criticized on several methodological
grounds. These criticisms call into question the conclusion that alcoholics are
internally, rather than externally controlled. Among the criticisms is the
fact that small and unrepresentative samples and inadequate comparison
groups were used. This is most noteworthy in the work of Costello and
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Manders (1974) whose samples were composed of 14 alcoholics and 13
controls. Likewise the Chess et. al. (1971) comparison study, which found no
significant differences between groups, utilized only 13 alcoholics and 13
control subjects.
The second criticism of inadequate comparison groups was addressed
by Butts and Chotlos (1973). These authors criticized past studies for the
utilization of comparison groups which differed considerably in age and
possibly social class, from experimental groups. For example, Gozall and
Sloan (1971) used men from church organizations which, given their religious
beliefs, may have consisted of externally oriented men. This criticism of
inadequate comparison groups was particularly salient in the Goss and
Morosko (1970) study which used college students. The students ranged in
age from 16 to 26, while the average age of alcoholic subjects was 44 years
old. Butts and Chotlos corrected this flaw by matching their male alcoholic
sample to the nonalcoholic sample in terms of social class and age. The
hypothesis that alcoholics are more external than nonalcoholics was
supported when subjects were matched according to these variables.
The above results point out the necessity of using a comparison group
which is matched in terms of social class and age. The importance of using
appropriate comparison groups should not be minimized. In a review article,
Hinrichsen (1976) pointed out several methodological problems which may
have contributed to the mixed results found in past studies. Among the
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problems noted by Hinrichsen were the failure to identify and take into account
variables other than diagnosis of alcoholism. These included demographic
variables such as age, social class, and ethnicity. In addition, Hinrichsen
notes that past studies may have taken a unidimensional, rather than a more
appropriate multidimensional view of the role of locus of control issues in
alcoholism. That is to say that locus of control in a unidimensional view is
seen as bipolar: either the individual is internal or external. A
multidimensional view suggests that locus of control may include different
realms. For example, an individual may believe in luck as the sole
determinant of consequences; this individual would be externally oriented.
However, a second individual may also believe in luck but in addition believe
that his/her efforts also alter outcomes in some areas.
A study which further emphasizes the importance of adequately
matched groups was conducted by Rose, Powell, and Penick (1978).
Alcoholics who were employed, who had a higher occupational status and
who had fewer hospitalizations had a more internal orientation. A second
study by Weissbach, Vogler, and Compton (1976) found that internal control
increased as age increased in male problem drinkers. Rohsenow (1983) in a
comprehensive review, reported that in almost every study which utilized
appropriate comparison groups, alcoholics were found to have a more
external orientation than nonalcoholics.

,.
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Recently, cognitive social learning theory has produced a model which
expands upon Rotter's seminal work on locus of control (1966). Donovan and
O'Leary (1975) investigated the differences in control orientation (which
included locus of control and experienced control measures) between a group
of male inpatient alcoholics and a group of nonalcoholics. They found that the
alcoholics' control orientation did differ from the nonalcoholic group. However,
these differences were not explained by perceived locus of control. Although
the groups did not differ in perceived locus of control, differences in
experienced control were found. In this study locus of control was related to
perceived benefits, while experienced control was related to the
consequences of drinking. The alcoholics rated themselves as having less
control than the nonalcoholics over intrapersonal and interpersonal pressures.
This finding is consistent with the theory that for alcoholics drinking provides a
sense of increased personal control and power (McClelland et al., 1972). An
additional hypothesis may be that drinking provides an increased sense of
control in interpersonal relationships, such as with a primary partner. To date,
research has not provided adequate consideration of the myriad of factors
which may interact with locus of control and contribute to problem drinking and
alcoholism.
A recent study conducted by Bridgeman (1990) investigated the
relationship between drinking-related locus of control (ORIE) and severity of
alcoholism. The ORIE is a scale which focuses exclusively on the individual's
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perception of control of his/her drinking behavior. He included 64 males and
16 females who were from various inpatient and outpatient treatment centers.
Results from this study indicate that alcoholics with higher external drinking
related scores, as measured by the Alcohol Responsibility Scale, have higher
severity of alcoholism scores.
In addition to the above studies, which found alcoholics to be externally
controlled, other researchers have found this result with nonalcoholic drinkers.
For example , Naditch (1975), using male army recruits as subjects, found that
problem drinkers were more external than social drinkers or abstainers. Apao
and Damon {1982) investigated the relationship of locus of control and
frequency and quantity of alcohol use with male college students. They found
that greater externality was associated with more frequent drinking. However,
the amount of alcohol consumed was not related to control orientation.
The above studies have provided mixed results. However, the more
methodologically sound studies have provided supportive evidence for the
hypothesis that male alcoholics are more external in locus of control, as
compared to nonalcoholics (Donovan & O'Leary, 1978; Butts & Chatlos, 1973;
Rohsenow, 1983). A related group of studies has utilized survey research to
investigate control orientation and alcoholism The following section will
provide a brief overview of the major survey studies.

...
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survey Research and Locus of Control
Jessor et al. (1968) were among the first survey researchers to looked
at locus of control and alcoholism. They hypothesized that an external locus of
control would predict alcohol abuse. A community sample of 221 people and
a separate high school study (N = 93) was composed of Indian, Spanish, and
Caucasian individuals. Contrary to their hypothesis, the locus of control
variable was not a significant predictor of either the amount of alcohol
consumed or the frequency of consumption.
Subsequent studies did not replicate Jessor et al.'s findings but rather
supported the original hypothesis of a relationship between locus of control
and drinking. One of these studies, by Megaffin and Barnes (1980), found that
high school students who were externally oriented reported more personaleffects reasons for drinking. Furthermore, the results indicated that the
relationships between locus of control, amount consumed, and number of
drinking problems were not dependent upon demographic and sociocultural
factors. The locus of control effect remained significant when age, sex, social
assets, ethnicity, delinquent status, and family drinking history were included
in a multiple regression analysis.
Finally, several researchers have found that high school students who
are external in terms of locus of control are more likely to have social
complications when drinking (Schilling & Carman, 1978; Megaffin & Barnes,
1980). In addition, high school students have been found to report more
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personal effects reasons for drinking if they are externally oriented (Megaffin &
Barnes, 1980; Schilling & Carman, 1978).
The above survey studies have provided evidence that at least partially
supports the hypothesized relationship between external locus of control and
drinking. As noted, the majority of survey studies were completed with high
school students and thus may not be generalizable to other populations, for
example, adults.
In summary, studies which have investigated locus of control in
alcoholics have yielded mixed results.

Alcoholics have been found to be both

externally oriented in locus of control (Butts & Chotlos, 1973; Donovan &
O'Leary, 1978; Mills, 1991) and internally oriented (Goss & Morosko, 1970;
Costello & Manders, 1974). These mixed results may have been produced, at
least in part, by methodological problems. It is noted that when appropriate
comparison groups were used, e.g., Butts & Chotlos (1973), the evidence
suggests that alcoholics are externally oriented (Rohsenow, 1983). A related
area of investigation has focused upon the relationship between locus of
control and treatment efficacy. It is this focus that will be the topic of the
following section.

Treatment And Locus Of Control
Rohsenow and O'Leary (1978) provided an excellent review of the
literature which concentrated on the interaction of treatment with an alcoholic's
locus of control. They stated that although the results were mixed, there
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appeared to be evidence that alcoholics tend to become more internal as
treatment progresses.
An early study, which investigated changes in locus of control as
alcoholics progressed in treatment, was conducted by Chess et al. (1971 ).
They studied 13 alcoholic Veterans' Administration (VA) patients and 13 VA
hospital employees. Subjects were tested weekly for psychological arousal
and field dependence and biweekly for locus of control. Nonalcoholics
showed no significant changes in these variables over time. In contrast,
alcoholics became significantly more internal over the course of treatment.
The authors noted that the greatest change occurred in the period between the
first and second testing (week 1 and week 3).
Chess et al.'s findings were not replicated in a study by Costello and
Manders (1974). In this study, 21 inpatients were administered Rotter's scale
and a short form of Tiffany et al.'s (1969) Experienced Control Scale, prior to
and after completion of 30 days of treatment. The results showed no
significant differences between pre- and post-test scores.
An additional study which addressed change in locus of control during
treatment was published by Oziel, Obitz and Keyson (1972). They
hypothesized that, in alcoholics, greater exposure to treatment would
correspond with alcoholics' increased perception of control of their behavior in
general and more specifically, control of drinking behavior. Using three
groups of men and women, the authors found that the hypothesis was strongly
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supported in that two of the three groups were significantly different.
Alcoholics became more internal as length of exposure to treatment increased.
More specifically, the results for the three groups were as follows: (1)
alcoholics in detox for the first time were classified as externally controlled, (2)
alcoholics who had completed at least three detoxifications were classified as
neutral, and (3) alcoholics who were in a rehabilitation program were
classified as internally oriented. In summary, alcoholics with more time in
treatment were more internal as compared to alcoholics who were in detox for
the first time.
This finding that alcoholics become significantly more internal as
measured by the Rotter 1-E scale, was also found in other studies. For
example, O'Leary et al. (1975) studied 40 inpatients enrolled in a treatment
program which emphasized increased patient responsibility. Significant shifts
toward an internal locus of control were found after 6 weeks of treatment. This
finding was replicated by O'Leary et al. (1976) with a sample of 40 male
alcoholics.
In contrast to the above mentioned studies, Stafford (1980) obtained
results in the opposite direction. In this sample of 41 inpatients (9 women), the
results pointed out that the more previous treatment an alcoholic had, the more
likely he/she was to be externally oriented. The author hypothesized that
perhaps, people who had more previous treatment episodes may have
experienced more treatment failures. Furthermore, he stated that possibly the
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external locus of control may be indicative of more serious pathology. If this
was the case, less pathological alcoholics would experience success rather
than treatment failure. Stated another way, internally oriented alcoholics
would experience a higher probability of success the first time treated. This
may be an important factor in development of individual treatment strategies.
Stafford went on to criticize the work of Oziel and Obitz (1975), who
found that the more treatment an alcoholic had, the more internally controlled
the alcoholic scored. Stafford noted that the patients with the most treatment
had been in the program for at least two months. He went on to state that they
were probably of higher socioeconomic status than the comparison groups,
which raises the concern of different locus of control orientation associated
with socioeconomic status, as reflected in the ability to finance longer
treatment stays. Thus the methodological problem of inappropriate
comparison groups is once again raised.
A second group of studies examined reasons for treatment failure.
Among these studies is the work of Caster and Parsons (1977), who found that
treatment failure in inpatient and outpatient therapy was associated with
external control in a sample of male alcoholics. Schofield (1978) used the
Rotter internal-external control scale to determine if there were differences
between alcoholics who leave treatment against medical advice (AMA), and
those who successfully complete treatment. He hypothesized that alcoholics
with external scores would be at risk for premature termination of treatment.
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Tentative support for this idea was found. Males who left treatment against
medical advice did have a greater external orientation than the males who
completed treatment. He interpreted this finding as indicating that these men
may feel that whatever they do, their behavior will not affect treatment
outcome. Schofield did not find differences between women who completed
treatment and women who did not. However, it is noted that the sample size of
women was small (N=28) and Schofield commented on the need for
replication. Secondly, age was found to predict early termination ; younger
subjects showed a tendency toward leaving treatment AMA. Thus in summary,
in this study, the variables of sex and age were significant predictors of
treatment outcome. Males and young patients, particularly young males,
tended to leave treatment prematurely. This finding was not supported in the
female sample (Schofield, 1978).
Abbott (1984) evaluated the ability of two measures of locus of control to
predict treatment outcome. He administered the Rotter 1-E Scale and the
Drinking Related Locus Of Control Scale (ORIE} to a sample of 74 men and 32
women. Results pointed to a weak association between increased internal
locus of control and program participation. Secondly, Abbott found that the
ORIE was the strongest predictor of treatment outcome. Individuals who
initially were external and intermediate scores on the ORIE had a significantly
better outcome than did internal scorers. In contrast a recent study by Canton,
Giannini, Magni, Bertinaria, Cibin , and Gallimberti (1988) found that outcome
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was less favorable in patients who had an external locus of control. They go
on to suggest that locus of control may be a valuable tool in treatment
planning.
An additional study which also investigated outcome and locus of
control in alcoholics was conducted by Johnson, Nora, Tan, and Bustos
(1991 ). They found that male alcoholics who relapsed had a tendency toward
an external locus of control.
Rohsenow (1983) found differences between internal and external
oriented alcoholics in regard to treatment issues. Internally oriented alcoholics
were more successful in completion of alcoholism treatment than externally
oriented alcoholics. However, internal alcoholics, as compared to external,
had higher levels of relapses from treatment and were less favorably viewed
by treatment personnel. Rohsenow concluded that differences in orientation
have important ramifications for treatment. In addition, Abbott (1984) noted
this important treatment consideration. Pattison, Coe, and Rhoades (1969)
also asserted that there are many subtypes of alcoholics. They went on to
suggest that the dimension of internally oriented alcoholics may require
different treatment modalities than do externally oriented alcoholics.
A recent study compared inpatient alcoholics and children of alcoholics
(COA). Mills (1991) administered the Rotter Locus of Control Scale to 22 male
alcoholics in residential treatment and 8 male children of alcoholics in
outpatient alcoholism treatment. Both the alcoholic subjects and the
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nonalcoholic COAs exhibited an external locus of control. In addition the
alcoholic subjects were further analyzed. Results pointed out that alcoholics
who were in treatment for the first time were more external in terms of locus of
control as compared to alcoholics who had previous inpatient treatment. A
major criticism of this study, as noted above, is that small number of subjects
were utilized and thus the results may not be found with a larger subject
number.
In summary, the studies reviewed in the previous sections revealed
mixed results. Some authors have provided evidence suggesting that
alcoholics become more internal as treatment progresses (O'Leary et al.,
1976; Oziel & Obitz, 1975). However, this finding of increased intemality is not
absolute. Other researchers have found no difference in locus of control as a
result of treatment (Costello & Manders, 1974) whereas others reported
increased externality (Stafford, 1980). It appears that additional investigation
of the role of locus of control in treatment is warranted. Studies which would
include adequate sample size, in addition to appropriate control groups, could
be beneficial in future research endeavors.

Rationale and Hypotheses
The above literature review points out the need for additional research
in the area of alcoholism and locus of control. As previously noted,
inconsistent findings have been obtained in studies of alcoholics compared to
nonalcoholics and treatment related change. One proposed reason for the
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lack of clarity is that inadequate comparison groups have been used.
Secondly, the need for research which would assist the clinician in the
provision of appropriate, individualized treatment is of utmost importance.
Thus to recap the studies reviewed, results from past researchers have
provided mixed results in several areas. For example, as noted, alcoholics
have been found to be both internally oriented and externally oriented, as
compared to nonalcoholics. In addition, studies which have focused upon
locus of control and treatment have also provided mixed results. Several
methodolgical problems are evident when one reviews the literature. It is
quite possible that the methodological problems of past studies have
contributed to the mixed results obtained. Namely, inadequate control groups
and unrepresentative samples or small sample size, which hamper data
analysis and interpretation, have been limitations of prior studies.
It is to the above needs that this study was directed. First, this study
attempted to clarify the relationship between locus of control and alcoholism.
Second, this study attempted to study potential changes in locus of control that
may occur during treatment for alcoholism.
A series of hypotheses were developed based upon the work of past
researchers. The more methodolgically sound studies provide support for the
finding that male alcoholics are more external in terms of locus of control, as
compared to nonalcoholics (Donovan & O'Leary, 1979; Butts & Chotlos, 1973;
Rohsenow, 1983).

In addition, studies which investigate locus of control and
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treatment also support the idea that alcoholics change in terms of locus of
control orientation, although the results are mixed (Stafford, 1980; O'Leary et
al., 1976). The specific hypotheses that were tested in this study are as
follows:

Hypothesis One: Male alcoholics will be more external in terms of locus
of control as compared to nonalcoholic males.
Hypothesis Two: Male alcoholics will become progressively
more internal in terms of locus of control as they progress through
alcohol treatment.

p
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CHAPTER THREE
METHOD

Subjects
A total of 129 subjects participated in this study. Subjects were divided
into three groups: Inpatient alcoholics (N

= 60), Outpatient alcoholics (N = 38),

and Control (N = 31 ). All subjects were white males with a minimum of a high
school education and no more than 1 or 2 years of college. Inpatient and
outpatient subjects were obtained from the St. Cloud Recovery Plus Treatment
Center in St. Cloud, Minnesota which is a twenty-eight day treatment center.
Subjects were also from the middle income range; those from upper and lower
incomes were not included in this study. The St. Cloud Recovery Plus
Treatment Center incorporates the twelve step program (Alcoholics
Anonymous) into its treatment. Control subjects were nonalcoholics, as
defined by the Michigan Alcoholism Screening Test (MAST) and were recruited
from the community. Individuals who scored within the alcoholic range were
deleted.
Measures
Subjects completed three measures: the Rotter Locus of Control Scale,
the Drinking Related Locus Of Control Scale (ORIE), and the Michigan
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Alcoholism Screening Test (MAST) (Appendix One).

Permission to use

copyrighted measures and include them in the dissertation was obtained prior
to administration .
Rotter's (1966) Locus of Control Scale was used to assess subjects'
generalized internal-external expectancy. This scale consists of 29 items,
including 6 filler items designed to mask the intention of the test. The scale is a
forced-choice paper and pencil measure and is scored in the external direction,
with higher scores indicating a more external control orientation. Rotter (1966)
reported consistent test-retest reliability over one month, moderately high
internal consistency, and low correlations with measures of intelligence.
The second scale, The Drinking Related Locus of Control Scale (ORIE),
is a measure of control orientation which is restricted to drinking-related
behavior.

This measure was originally constructed by Keyson and Janda

(1972) and has been refined to its present form by Donovan and O'Leary
(1978). The ORIE consists of 25 statements which are focused totally on
drinking and drinking related behavior. The scale has a Likert format with six
choices ranging from strongly disagree to strongly agree. The ORIE is scored
in the external direction, with higher scores indicating less perceived control
over drinking behavior. Donovan and O'Leary (1978) reported that both alpha
and Kuder-Richardson coefficients of internal consistency were .77 in the
original sample of 120 males.
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A third scale, the Michigan Alcoholism Screening Test (MAST), was
used to screen control subjects for alcoholism.

In addition, all treatment

subjects completed the MAST at the time of admission. The MAST is routinely
used as a reliable, quantifiable screening test for the detection of alcoholism
(Selzer, 1971 ).

It consists of 25 questions which are answered yes or no.

Some of the questions are determined to be nontransparent, so that people
who are reluctant to see themselves as problem drinkers may reveal problems
with alcohol.

Questions are statistically weighted and a score between 3 and 5

is considered strongly indicative of alcoholism whereas a score of 6 or more is
considered suggestive of probable alcoholism.
Procedure
Hospitalized subjects completed all three measures as a routine part of
the admissions and discharge testing procedure. Control subjects were
recruited by requesting assistance from community organizations, and
completed the pre and post measures at the same time as the hospitalized
subjects. In addition, control subjects also signed a consent form and were free
to refuse to participate in the study at any time without penalty. Anonymity was
also insured by separating consent forms from test materials. Both inpatient
and outpatient subjects had signed a consent form for treatment and the scales
used in this study were included in the assessment of each patient. Patients
were also informed that they could refuse to answer any questions without
ramifications for their treatment.
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Design and Data Analysis
The design of this study consisted of one between-subject factor (group)
and two within-subject factors (pre and post Rotter and pre and post DRIE).
The dependent variables in this study consisted of the subjects' scores on the
three measures outlined above. The independent variable was the subject
group: inpatient, outpatient, or control. An additional analysis separated of the
inpatient group into two subgroups, to further investigate possible differences.
Subgroup membership was based upon MAST scores. Approximately the
upper third (N = 18) of the MAST scorers were placed into a severe inpatient
group and the other 42 into a less severe designation. Initially the means and
standard deviations for each measure by group were calculated (see Table 1
and Table 2).
Second, correlations between measures and group were calculated
(See Table 3). Thirdly, data were analyzed by multivariate analysis of variance
(MANOVA) with repeated measures. Significant MANOVAs were subjected to
separate univariate analyses of variance to further investigate significant
relationships between variables (see Figures 1 and 2).
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CHAPTER FOUR
RESULTS

Descriptive Statistics
Initially, the means and standard deviations for each group (inpatient,
N=60; outpatient, N=38; and control, N=31) were calculated for each measure
{MAST, pre-treatment Rotter, post-treatment Rotter, pre-treatment DRIE, posttreatment DRIE). To further investigate possible differences in the inpatient
group, a fourth group and a fifth group, severe inpatient and less severe
inpatient were created and analyzed separately.

Group membership was

determined by the individual's inpatient MAST score. The 18 individuals who
had the highest MAST scores were labeled severe inpatient and the less
severe inpatient group consisted of 42 individuals. Consult Table 1 and Table
2 for descriptive statistics.

MAST Analysis
A preliminary analysis was conducted to see if the groups differed
significantly in terms of MAST scores. A one-way analysis of variance by group
indicated a significant result for the MAST scores {F = 146.45 p<.00001 ). The
means for the MAST were: Inpatient 35.2 {S.D. 10.7); Outpatient 23.6 {S.D.
9.5); and Control 1.1 {S.D. 1.3) (see Table One). Higher scores on the MAST
33

Table 1
Means and Standard Deviations For Each Group

INPATIENT
N=60
Mean

S.D.

OUTPATIENT
N=38
Mean

S.D.

CONTROL
N=31
Mean S.D.

35.2

10.7

23.6

9.5

1.1

1.3

7.5

4.2

7.0

3.0

7.5

3.8

6.4

3.8

6.8

3.2

7.5

3.8

PreDRIE*

80.0

17.1

65.7

18.0

35.8

12.7

PostDRIE*

60.5

23.9

MAST
Pre Rotter*
Post Rotter*

52.5 17.8

39.7 16.5

* higher scores denote greater externality
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Table 2

Means and Standard Deviations For Severe and Less Severe Inpatients

SEVERE INPATIENT
N= 18

Mean

S.D.

LESS SEVERE INPATIENT
N=42

Mean

.S.D.

30.0

8.5

43.0

9.7

Pre Rotter*

6.8

4.2

7.8

4.2

Post Rotter*

6.3

3.6

6.3

3.9

PreDRIE*

82.0

19.4

79.2

15.9

PostDRIE*

62.1

28.6

59.5

21.6

MAST

• higher scores scores denote greater externality
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indicate that the individual experienced more problems due to drinking. It
should be noted here that the control group was selected based on low MAST
scores, as low scores indicate nonalcoholism. However, the two treatment
groups were not assigned according to MAST scores.
Following this significant finding, a post-hoc test was conducted to
determine the contribution of each group. The Scheffe Test, a commonly used
post-hoc procedure, tests all possible pair-wise comparisons of group means.
The Scheffe analysis also allows for unequal n's as found in this study. The
Scheffe Test revealed that each group differed significantly from others at the
.05 confidence level on the MAST variable.
Reliability of Measures
Prior to analysis of between-subject and within-subject differences, the
reliability of the pre and post Rotter and pre and post ORIE was determined in
order to assess the degree to which each scale consistently measured the
individual's response.
Reliability analysis with all subjects pooled produced a significant alpha
coefficient for both the Rotter and the ORIE locus of control scales. The Rotter
had an alpha coefficient of .54 and the ORIE had an alpha of .74. Both alphas
were significant at the .00001 level. However, the standard criterion of
reliability for acceptable internal reliability is generally .70 or higher, thus the
ORIE meets this criterion but the Rotter does not. These results suggests that
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the ORIE scale items are quite homogeneous. However, the results for the
Rotter indicate that it may not be measuring a unitary concept.
Correlational Analysis
Following the calculation of the descriptive statistics and reliability
analyses, correlation analyses were used to assess the strength of the
relationships between the various measures. For purposes of this analysis,
inpatient subjects were coded as belonging to group 1 ; outpatient subjects
were coded as group 2, and control subjects were coded as group 3.
The MAST correlated significantly with group (-.82), post-Rotter (.29), preORIE (.67), and post-ORIE (.56). Significant correlations were also found
between the pre-Rotter and the post-Rotter (.37). In addition, the post-Rotter
correlated significantly with group (-.33), pre-ORIE (.29) and post-ORIE (.57).
Finally both the pre-ORIE and the post-ORIE correlated significantly with group
(-.69 and -.60 respectively) and each other (.60). Please see Table 3 for an
overview of the correlations and significance levels.

Between and Within Subject Analysis
Due to the significant correlations among the variables, a series of
multivariate analyses of variance (MANOVA) with repeated measures, was
performed to analyze the between-factor of group (differences between the
three matched groups) and within-subject factors of pre and post Rotter and pre
and post ORIE scores. The multivariate analysis of variance produced
significant results in a variety of areas. Following significant MANOVA results,

Table 3

OVERALL CORRELATIONS OF MEASURES AND GROUPS
POSTPREGROUP MAST ROTTER ROTTER PREDRIE

POSTDRIE

GROUP

1.00

-.82**

-.00

-.33**

-.69**

-.57**

MAST

- .82**

1.00

-.06

.29**

.67**

.56**

PREROTTER

-.00

-.06

1.00

.37**

.10

.04

1.00

.29**

.57**

POSTROTTER

-.33**

.29**

.37

PREDRIE

-.69**

.67**

.10

.29**

POSTORIE

-.60**

.56**

.04

.57**

1.00

.so··

.60**
1.00

•• denotes p < .01

38

•

p
39
univariate statistics were conducted to further investigate the differences
between groups. In addition, the Scheffe analysis was used due to the
unequal n's and to determine the relative contributions of each group.
First, a MANOVA was conducted to determine overall significant
differences between groups on the dependent measures (Rotter and ORIE).
Results indicate a significant difference between the groups (p < .0001 ). This
result means that the groups differed from each other using both Rotter and
ORIE measures. In addition there was a significant interaction of group by trial
(p < .009); thus indicating a difference in pre-post pattern of scores by group
using the Rotter and the ORIE.
Following the above analysis, additional univariate analyses were
conducted. These analyses noted a significant difference, overall, between the
inpatient group, outpatient group, and control group (p < .004). The interaction
of pre and post assessment trials was not significant for the inpatient and
outpatient group ( p < .212). However the main effect for trials was significant
(p < .. 0001).
Next, the variable of pre and post treatment Rotter scores was analyzed.
The results of this analysis did not reach significance, in either case, looking at
between group (p < .475) or within group differences ( p < .093). Groups did
not significantly differ from each other on the Rotter variable. In addition, the
groups did not change significantly from pre to post assessment times on the
Rotter Locus of Control Scale. The mean scores for pre Rotter are as follows:

p
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inpatient 7.5; outpatient 7.0; control 7.5. The mean scores for the post Rotter
were; inpatient 6.4; outpatient 6.8; control 7.5 (see Figure 1 in Appendix).
However, when the ORIE was subjected to the ANOVA procedure,
significant differences were found among the three groups ( p < .0001 ). In
addition, the ORIE measure showed a significant main effect for trials (p <
.0001 ); the groups changed significantly from pre to post assessment times.
Further analysis indicated that all three groups differed significantly from each
other on the pre ORIE (F= 61.49 p < .00001 ). On the other hand, the post-Orie
showed that the control group differed significantly from the inpatient and
outpatient group, but the inpatient and outpatient groups did not significantly
differ from each other. Thus it appears that the inpatient and outpatient groups
became more similar following treatment (F = 42.80 p < .00001 ). Comparison
of the means revealed changes in pre and post ORIE as follows: inpatient 80.0
to 60.5; outpatient 65. 7 to 52.5; and control 35.8 to 39. 7 (Figure 2 in Appendix).
Analysis of Severe and Less Severe Inpatients
Finally, to further investigate possible differences, the inpatient group
was divided into two separate groups. Since the inpatient group endorsed the
most severe consequences on the MAST, further analysis to determine
possible differences in changes during treatment were undertaken by dividing
the inpatient group into two subgroups. Group membership was determined by
use of the MAST score. Individuals with the highest MAST scores, (40 • 41;
N=18) were placed into a group labeled severe inpatient. A second group of
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42 individuals comprised a less severe inpatient group (MAST scores 1o to
39). First an ANOVA was conducted to determine differences between the
groups; this result did not reach significance. Therefore , it appears that
inpatient groups did not differ from each other, even though one group reported
more severe consequences on the MAST scale due to drinking.
However, there was a main effect of trial (pre versus post treatment
assessment times) on Rotter and ORIE measures. These results indicate that
the patterns of change accrued as a result of inpatient treatment, but not as a
function of group membership. Further analysis showed that the Rotter variable
did not reach significance in either the between-subject or the within-subject
analysis. On the other hand, the ORIE analysis did show a significant
difference from pre-treatment to post-treatment trials, with the groups showing
changes in ORIE scores following treatment The less severe inpatient group
had a pre ORIE mean score of 79.2 and post-DRIE mean score of 59.5. The
severe inpatient group had a pre-ORIE mean of 82.0 as compared to a postORIE mean of 62.00. The between-subject analysis did not reach significance
for the ORIE variable. To summarize, the two groups did not differ significantly
from each other, but, overall, the groups did show significant change in ORIE
scores from pre to post treatment.
In addition, the analysis conducted on the three groups, inpatient,
outpatient, and control were rerun using the four groups of severe inpatient,
less severe inpatient, outpatient, and control. The results for the four groups
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replicated what was found with three groups. This further supports the finding
that the two inpatient groups did not significantly differ from each other.

Summary of Results
1. Overall, the three groups (inpatient, outpatient, and control) differed
significantly from each other on ORIE, Rotter, and MAST.
2. Overall, there were significant differences in pre-post patterns of scores by
group using Rotter and ORIE scales.
3. There was a significant interaction of group (inpatient, outpatient, and
control) by trial (pre-test vs. post-test) on the Rotter and ORIE combined.
4. There was a significant main effect for trial (pre-test vs. post-test) for the three
groups on the Rotter and ORIE.
5. Analysis of the three groups (inpatient, outpatient, and control) found no
significant differences in pre-Rotter by group.
6. There were no significant differences in post-Rotter scores for the three
groups (inpatient, outpatient, and control).
7. There was a significant main effect for ORIE scores for three groups
(inpatient, outpatient, and control).
8. When the inpatient group was separated by MAST scores into severe and
less severe groups, there was a significant main effect of trial. However there
was not a significant group by trial interaction indicating that patterns of change
do not differ as a result of severity as defined by MAST.
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9. Analysis of the four groups (severe inpatient, less severe inpatient,
outpatient, and control) revealed no significant differences in pre-Rotter scores
by group.
10. There were no significant differences in post-Rotter scores by four groups.
11. There was a significant interaction between group and trial comparing preORIE and post-ORIE scores for the four groups. It is understood that ORIE
scores differed as a function of group membership.

CHAPTER FIVE
DISCUSSION

The results from the present study partially support hypothesis one, in
that the inpatient and outpatient groups were significantly more externally
controlled as compared to the control group on the drinking-related locus of
control measure (ORIE). However, the Rotter Locus of Control Scale did not
significantly distinguish the groups from each other. In this study, the general
measure of overall control orientation, the Rotter, may not have been specific
enough to measure drinking-related differences in this population . On the
other hand, the ORIE appears to be more sensitive in measuring changes in
situation-specific locus of control (drinking behavior) with the population
studied.
As pointed out in the introduction, the early attempts to create a locus of
control scale with discriminable subscales, as well as a general overall locus
of control subscale, did not stand up to the rigors of factor analysis (Lefcourt,
1981 ). The development of Rotter's Locus of Control Scale followed the initial
work conducted by Phares (1955) and James (1957). One consequence of
Rotter's unifactor scale is the tendency to view locus of control as a trait, or
even as a typology. Lefcourt (1981) stated that the internal-external control
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construct was viewed as a "generalized expectancy to perceive reinforcement
as either contingent upon one's own behaviors (internal control) or as the
result of forces beyond one's control and due to chance, fate, or powerful
others (external control)" (p. 15). Within this view the externally oriented
individual is viewed as helpless and passive. On the other hand, the internally
oriented individual is viewed as effective and assertive (Lefcourt, 1981 ).
However, as Lefcourt's (1981) research points out, the validity of
combining consequences for behavior as held by powerful others or chance
and fate under one label of "externally oriented" can be questioned. He further
extends this question to suggest that locus of control is actually a
multidimensional concept, in the area of external orientation.

His work

suggests that there are in essence two types of external control, powerful
others or chance and fate.

As one thinks about this dual external orientation it

becomes possible to see how behavior and expectancies for consequences
could differ in the two conditions. If one were external in terms of viewing
powerful others as controlling consequences, the individual could still view the
powerful other's actions as predictable and thus could reason that he/she
could gain reinforcements from the powerful other based upon personal
behavior. This view is more in line with an internal locus of control orientation.
On the other hand, the view that reinforcement is based upon chance or fate
more closely follows Rotter's conceptualization of external locus of control.
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Furthermore, one could reason, as Rotter did, that his scale taps
generalized expectancies about the outcome of events in a variety of
situations. Rotter further suggested that the novelty of a situation would
influence the expectancy. The more novel a situation, the more the individual
relies upon generalized expectations. The more familiar an individual is with
the situation, the less predicitve the generalized expectancies will be. For an
alcoholic, drinking behavior occurs in a specific situation which is well known,
thus a specific scale, such as the ORIE, would be the most sensitive to change.
This mixed result may also speak to the results found by others (Butts &
Chatlos, 1973; Goss & Morosko, 1970). This study sought to address some of
the methodological criticisms leveled at past research. A control group
matched in terms of age, race, and social class was used. In addition, an
adequate sample size was obtained for each of the three groups (inpatient N=
59: outpatient N = 38: control N = 31 ). These criticisms have been leveled at
other studies which found alcoholics to differ from controls subjects (Chess, et
al., 1971; Costello & Manders, 1974; Goss & Morosko, 1970). However, it is
noted that the present study did find significant differences in drinking related
locus of control. This was not the case with the overall locus of control
orientation as assessed by the Rotter.
The second hypothesis was also partially supported. The strongest
support for the hypothesis that alcoholics will become more internal in terms of
locus of control as they complete treatment was found in the data obtained with
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the ORIE. Both inpatient and outpatient groups became significantly more
internal when assessed with the ORIE at the conclusion of treatment, as
compared to the beginning of treatment.
A related result which addresses the assignment of individuals to
treatment is found in the analysis of the Michigan Alcohol Screening Test
(MAST}.

Data analysis found that the groups did differ significantly on their

MAST scores. The inpatient group had significantly higher MAST scores than
the outpatient group. The control group had significantly lower scores than
both treatment groups. However, the MAST was used to screen alcoholics out
of the control group, so this result is artifactual. The treatment groups were not
separated on the basis of MAST scores. A related finding from this study is the
significant correlation between MAST scores and group membership (-.82),
with the higher MAST scores likely to be inpatient. Once again it is noted that
the inpatient group had the highest MAST scores.
Precedings findings may be related to the work of Bridgeman (1990).
Results from the Bridgeman study indicated that alcoholics with higher external
drinking-related scores also had higher scores on the Alcohol Responsibility
Scale, indicating increased severity of alcoholism. In addition, generally
inpatient treatment is the treatment of choice for more severely affected
individuals while outpatient treatment is generally recommended for
individuals who are experiencing less severe drinking related problems.
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To look further at possible differences in the inpatient group, two
subgroups: severe and less severe inpatients, as defined by the MAST scores,
were created and analyzed. Results from this investigation found that the two
subgroups did not differ significantly from each other. However the main effect
of trial was significant. This indicates that the subgroups did change
significantly from pre to post assessment times, but the subgroups did not differ
from each other. In other words, an inpatient is an inpatient in this study.
The present study does have limitations. The primary limitation is that
white middle-class men were the sole participants and thus, these results may
not be generalizable to other populations such as women or minorities.
Although this is a limitation, the use of a more appropriate control group and
the reduction of variability in the sample are important benefits which allowed
this study to provide an answer to past methodological criticisms.

Future Research Directions
As suggested by the aforementioned studies there are several directions
which future research should pursue. Relationships between locus of control
as measured in an overall fashion by the Rotter Locus of Control Scale and
specifically by the Drinking Related Locus of Control Scale, need to be further
investigated. One hypothesis which may be fruitful is that locus of control is a
multidimensional concept and differing aspects may be important based upon
the population under investigation.
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A second area of future research is the exploration of locus of control in
differing populations. Only recently treatment centers have begun to address
the specific needs of special populations, such as women, minorities, elderly,
adolescents, and the dually diagnosed. Each of these populations is an
important group which should be systematically addressed, both in terms of
differences between groups and changes throughout treatment. Through
careful investigation of differences, treatment which increases in effectiveness
and efficiency could be provided.
The current focus on individualized treatment also offers several
research questions which should be explored. The possibility of using the
locus of control measures, in addition to the MAST, for matching individuals
with the most effective and efficient treatment certainly deserves attention. In
addition, factors which could enhance treatment quality, such as education
about locus of control and therapies which enhance the individual's acquisition
of a more adaptive orientation, may be important variables to investigate.
Lastly, investigating the relationship between locus of control and outcome of
treatment, including studies of individuals who leave treatment prematurely or
relapse, would be beneficial to the field of chemical dependency counseling.
A second avenue for investigation of treatment outcome would be followup
studies. Individuals who had successfully completed treatment and locus of
control assessment could be reassessed at varying time intervals, such as 6
months and 1 year.

In addition, individuals who left treatment prematurely
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could be followed up at the same intervals. At the present time, the current
author is conducting research which addresses the above mentioned
variables, such as treatment strategies and followup studies.

APPENDIX

ROTTER LOCUS OF CONTROL SCALE
Out of each pair of statements select the one you agree with the
most and mark your choice on your answer sheet.
1.

a.
b.

2.

a.
b.

3.

a.
b.

Children get into trouble because their parents punish them too
much.
The trouble with most children nowadays is that their parents are
too easy with them.
Many of the unhappy things in people's lives are partly due to bad
luck.
People's misfortunes result from the mistakes they make.
One of the major reasons why we have wars is because people
don't take enough interest in politics.
There will always be wars, no matter how hard people try to
prevent them.

4.

a.
b.

In the long run people get the respect they deserve in this world.
Unfortunately, an individual's worth often passes unrecognized no
matter how hard he/she tries.

5.

a.
b.

The idea that teachers are unfair to students is nonsense.
Most students don't realize the extent to which their grades are
influenced by accidental happenings.

6.

a.
b.

Without the right breaks, one cannot be an effective leader.
Capable people who fail to become leaders have not
taken advantage of their opportunities.

7.

a.
b.

No matter how hard you try some people just don't like you.
People who can't get others to like them don't understand how to
get along with others.

8.

a.

Heredity plays the major role in determining one's personality.
It is one's experiences in life which determine what they're like.

b.

9.

a.
b.

I have often found that what is going to happen will happen.
Trusting to fate has never turned out as well for me as making a
decision to take a definite course of action.
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10.

a.
b.

11.

a.
b.

12.

a.
b.

13.

a.
b.
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In the case of the well prepared student, there is rarely if ever such
a thing as an unfair test.
Many times exam questions tend to be so unrelated to course
work that studying is really useless.
Becoming a success is a matter of hard work, luck has little or
nothing to do with it.
Getting a good job depends mainly on being in the right place at
the right time.
The average citizen can have an influence in government
decisions.
This world is run by the few people in power, and there is not
much the little guy can do about it.
When I make plans, I am almost certain that I can make them
work.
It is not always wise to plan too far ahead because many things
turn out to be a matter of good or bad fortune anyhow.

14.

a.
b.

There are certain people who are just no good.
There is some good in everybody.

15.

a.
b.

In my case getting what I want has little or nothing to do with luck.
Many times we might just as well decide what to do by flipping a
coin .

16.

a.

Who gets to be the boss often depends on who was lucky enough
to be in the right place first.
Getting people to do the right thing depends upon ability: luck has
little or nothing to do with it.

b.

17.

a.
b.

18.

19.

As far as world affairs are concerned, most of us are the victims of
forces we can neither understand nor control.
By taking an active part in political and social affairs the people
can control world events.

b.

Most people can't realize the extent to which their lives are
controlled by accidental happenings.
There really is no such thing as "luck".

a.
b.

One should always be willing to admit his/her mistakes.
It is usually best to cover up one's mistakes.

a.
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20.

a.
b.

21.

a.

b.
22.

a.
b.

23.

a.
b.

24.

a.
b.

25.

26.

27.

Sometimes I can't understand how teachers arrive at the grades
they give.
There is a direct connection between how hard I study and the
grades I get.
A good leader expects people to decide for themselves what they
should do.
A good leader makes it clear to everybody what their jobs are.

b.

happen to me.
It is impossible for me to believe that chance or luck plays an
important role in my life.

b.

People are lonely because they don't try to be friendly.
There's not much use in trying too hard to please people, if they
like you, they like you.

a.

There is too much emphasis on athletics in high school.
Team sports are an excellent way to build character.

a.

a.

a.
b.

30.

With enough effort we can wipe out political corruption.
It is difficult for people to have much control overthe things
politicians do in office.

Many times I feel that I have little influence over the things that

b.
29.

In the long run the bad things that happen to us are balanced by
the good ones.
Most misfortunes are the result of lack of ability, ignorance,
laziness, or all three.

a.

b.

28.

It is hard to k_now whether or not a person really likes you.
How many friends you have depends upon how nice a person
you are.

What happens to me is my own doing.
Sometimes I feel that I don't have enough control over the
direction my life is taking.
Most of the time I can't understand why politicians behave the way
they do.
In the long run the people are responsible for bad government on
a national as well as on a local level.

My race is:
a. White

b.

Native American c. Asian d. Other

DRINKING RELATED INTERNAUEXTERNAL LOCUS OF CONTROL
Each of the following 25 statements will be answered in one of six
categories:
A) NO!,

B) No,

D) yes,

C) no,

E) Yes,

F) YES!

For each statement mark the amount of agreement you have with that
statement. For example , if you very strongly disagree you would mark A)
NO!. On the other hand if you mildly disagree you would mark C) no.
Likewise, if you very strongly agree you would mark F) YESI and if you
mildly agree you would mark D) yes.
31.

32.

People drink because circumstances force them to.
A) NO!
B) No
C) no
D) yes
E) Yes

F)YESI

Most people do not realize that drinking problems are influenced by
accidental happenings.
A) NOi
B) No
C) no
D) yes
E) Yes
F) YES!

33. I feel so helpless in some situations that I need a drink.

E) Yes

F) YES!

E) Yes

F) YES!

E)Yes

F) YES!

36. Many times there are circumstances that force you to drink.

F) YES!

A) NOi

B)No

D) yes

C) no

34. Trouble at work or at home drives me to drink.
A) NO!

B)No

D) yes

C) no

35. Without the right breaks one cannot stay sober.
A) NO!
A) NO!

B) No

B) No

D)yes

C) no

C) no

D) yes

E) Yes

37. I get so upset over small arguments that they cause me to drink. F) YES!
A) NO!
B) No
C) no
D) yes
E) Yes
38. Staying sober depends mainly on things going right for you.
E) Yes

F) YES!

39. When I see a bottle, I cannot resist taking a drink.

E)Yes

F) YES!

E) Yes

F) YES!

A) NO!

A) NO!

B) No

B)No

C) no

D) yes

D) yes

C) no

40. Oftentimes, other people drive one to drink.
A) NO!

B) No

C) no

D) yes
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41.

It is impossible for me to resist drinking if I am at a party where others
are drinking.
A) NO!
B)No
C) no
D) yes
E) Yes
F) YES!

42. Those who are successful in quitting drinking are the ones who are just
plain lucky.
A) NO!
B) No
C) no
D) yes
E) Yes
F) YES!
43.

I feel powerless to prevent myself from drinking when I am anxious or
unhappy.
A) NO!
B) No
C) no
D) yes
E) Yes
F) YES!

44.

I cannot feel good unless I am drinking.
A) NO!
B) No
C) no
D) yes

45.

46.

47.

E) Yes

F) YES!

As far as drinking is concerned, most of us are victims of forces
we can neither understand nor control.
A) NO!
B) No
C) no
D) yes
E) Yes

F) YES!

I feel completely helpless when it comes to resisting a drink.
A) NO!
B) No
C) no
D) yes
E) Yes

F) YES!

It is impossible for some people to ever stop drinking.
A) NO!
B) No
C) no
D) yes
E) Yes

F) YES!

48. It is difficult for alcoholics to have much control over their drinking.
A) NOi
B) No
C) no
D) yes
E) Yes
F) YES!
49.

If someone offers me a drink, I cannot refuse him/her.
A) NO!
B) No
C) no
D) yes
E) Yes

50.

Sometimes I cannot understand how people can control their drinking.
A) NOi
B) No
C) no
D) yes
E) Yes
F) YES!

51.

Once I start to drink I can't stop.
A) NO!
B) No
C) no

E)Yes

F) YES!

52.

I just cannot handle my problems unless I take a drink first.
A) NOi
B) No
C) no
D) yes
E) Yes

F) YES!

53. Most of the time I can't understand why I continue to drink.
A) NOi
B) No
C) no
D) yes
E) Yes

F) YES!

D) yes

F) YES!
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54.

55.

I have no will power when it comes to drinking.
A) NO!
B) No
C) no
D) yes

E) Yes

F) YES!

Drinking is my favorite form of entertainment.
A) NO!
B) No
C) no
D) yes

E)Yes

F) YES!

56.

My marital status is:
a. never married b. separate c. divorced d. married e. widowed

57.

My race is:
a)White
b)Native American
c)Hispanic
d)Asian
e)Other_ _ __

MAST
Please circle either YES or NO for each item as it applies to you.
yes

no

1.

Do you feel you are a normal drinker?

yes

no

2.

Have you ever awakened the morning after some drinking
the night before and found that you could not remember a
part of the evening before?

yes

no

3.

Does your wife {or do your parents) ever worry or complain
about your drinking?

yes

no

4.

Can you stop drinking without a struggle after one or two
drinks?

yes

no

5.

Do you ever feel bad about your drinking?

yes

no

6.

Do friends or relatives think you are a normal drinker?

yes

no

7.

Do you ever try to limit your drinking to certain times of the
day or to certain places?

yes

no

8.

Are you always able to stop drinking when you want to?

yes

no

9.

Have you ever attended a meeting of Alcoholics
Anonymous {AA)?

yes

no

10.

Have you gotten into fights when drinking?

yes

no

11 .

Has drinking ever created problems with you and your
wife?

yes

no

12.

yes

no

13.

Has your wife {or other family member) ever gone to
anyone for help about your drinking?
Have you ever lost friends or girlfriends/boyfriends because
of
drinking?

yes

no

yes

no

14.

Have you ever gotten into trouble at work because of
drinking?

15.

Have you ever lost a job because of drinking?
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yes

no

16.

Have you ever neglected your obligations, your family, or
your work for two or more days in a row because you were
drinking?

yes

no

17.

Do you ever drink before noon?

yes

no

18.

Have you ever been told you have liver trouble? Cirrhosis?

yes

no

19.

Have you ever had delerium tremens (DTs), severe
shaking, heard voices, or seen things that weren't there
after heavy drinking?

yes

no

20.

Have you ever gone to anyone for help about your
drinking?

yes

no

21.

Have you ever been in a hospital because of drinking?

yes

no

22.

Have you ever been a patient in a psychiatric hospital or on
a psychiatric ward of a general hospital where drinking was
part of the problem?

yes

no

23.

yes

no

24.

Have you ever seen a psychiatrist or been at a mental
health clinic or gone to a doctor, social worker, or
clergyman for help with an emotional problem in which
drinking played a part?
Have you ever been arrested, even for a few hours,
because of drunk behavior?

yes

no

25.

Have you ever been arrested for drunk driving after
drinking?
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